in the leucocyte count and sedimentation rate. The stomatitis usually follows the onset of the fever, but may precede it in some cases (Murray) . It presents three phases as a rule-erythema, vesicle formation and ulceration. A sero-sanguinous discharge or pus may develop. The genital lesions occur both in males and females, and consist of vesicles found on the glans penis and valgina. Nellen' s case presented a purulent urethral discharge.
The skin eruption may be papular, macular, circinate, urticarial or haemorrhagic. As a rule it is symmetrically bilateral, with a predilection for the face, arms, legs, and dorsal surfaces of the hands and feet. (WV. Stainsby).
The eye lesions of patients presenting a typical picture of erythema multiforme assume a bewildering variety of forms, and one can definitely state that there is no picture pathognomonic of the disease. Consequently the diagnosis has to be made by taking into consideration the entire clinical picture. In some cases conjunctivitis may usher in the disease (Duiring, Grove and Meisenhelder) .
The lesions vary from a mild conjunctival injection (Cocchi) , often limited to the palpebral fissure, to a purulent conjunctivitis.
Edmund divided the conjunctival affections into two types:-namely, fibro-membranous and papulo-vesicular. Cottini, Alajmo, Bergmeister) , and Alajmo studied a histological section which showed a lymphocytic infiltration. Von Benedek and Mtuller noted that the nodules in one case were situated at the limbus. Chaillious, Nobl and Steftens noted papules. Kubik noted papules, pustules and nodules in his two cases. A pseudomembranous conjunctivitis is a relatively common complication, and Fuchs noted in a histological preparation of the membrane superficial, parallel layers of hyalin material, then a layer of fibrous exudate containing epithelial cells and round cells. Hanke's section was similar.
Cicatricial contractions of the conjunctiva occurred in our case to be described, and were also noted by Lever, Barkan and others. Symblepharon may form later.
In many cases the cornea is respected, but as in case I, corneal ulcer with perforation may occur. Loss of vision after perforation Episcleritis is rather rare, but has been reported by Morax, Burnand and Lever. Hartley noted enlarged preauricular glands in one of his cases. Other complications will be described later.
The prognosis: all except one of Sneddotn's cases recovered completely, but we feel that a guarded prognosis should be given in view of late sequelae which may occur.
The disease must be differentiated from ocular pemphigus, and recurring exudative iritis. It is easily diagnosed from the former, as pemphigus occurs in older patients as a rule, and has a protracted course, whereas erythema multiforme has an acute onset and recovery takes place from 3-5 weeks (Grove and Meisenhelder). The differential diagnosis is given in summary form in a table after Mach, Babel and Naville.
We now wish to present two cases which are follow-up studies, and have been noted in previous papers from our clinic by Mach, Babel and Naville, and later by Babel and Martin. CASE I.-Mrs. A. M., born 1920. At the age of 20 years she became feverish, and a papulo-vesicular eruption appeared on her skin. A bilateral catarrhal conjunctivitis followed, accompanied by desquamation of the conjunctival epithelium. A corneal ulcer developed in the left eye, followed by perforation and incarceration of the iris. Complete recovery occurred in 2 months, except for an adherent leucoma in the left eye (Figs. 1 and 2).
In 1942 she returned to the Clinic complaining of bilateral ocular irritation. The lids of both eyes presented an identical condition-thickened, spongy and heavy, especially the upper lids. The lid margins were slightly inverted, causing some of the lashes to rub on the bulbar conjunctiva and the cornea. The bulbar conjunctiva, except for a slight redness due to that trichiasis, appeared normal On the contrary, the tarsal conjunctiva was thickened, very injected, and there were dense scars running parallel to and 2 mm. from the lid margin.
Left cornea-thickened opacity in the inferior quadrant with anterior synechia. Slit-lamp examination after fluorescein had been instilled into the conjunctival sac revealed some rather superficial erosions and desquamation of the conjunctival and corneal epithelium. Lacrimal secretion was slightly diminished. The entropion and trichiasis was corrected and the patient recovered.
In November, 1947, lid. The appearance of whitish bands, 1 mm. from and parallel to the lid margins was noted. In October, though the cornea had healed, deep vessels began'to invade the parenchyma The conjunctival bands did not progress, but the abundant secretion continued. In December a similar invasion by blood vessels of the left cornea occurred. This eye had in the meantime suffered from an attack of iridocyclitis which rapidly healed, while the right irido-cyclitis had almost completely disappeared. The conjunctival secretion became a little less profuse. On installation of Bengal rose and fluorescein tiny ulcers became apparent in the conjunctiva and corneal epithelium. The lacrymal secretion became almost completely abolished. 
Summary
A review of the literature has revealed that almost any ocular complication can occur in the syndrome of erythema multiforme from a mild injection of the conjunctiva most marked in the palpebral fissure, a catarrhal conjunctivitis, a membranous or purulent conjunctivitis. Younger people seem to be more prone to the purulent type. Corneal involvement is comparatively rare. Finally, panophthalmitis may occur. Lesions affecting the conjunctiva appear to be the most frequent sequelae of the disease, and one should watch the patient for a long time lest symblepharon should occur. An accurate prognosis is thus impossible, and our experience has not-borne out the statement that the mucous membrane lesions are always benign (Genet and Speckmann). Herpes ophthalmicus, which is almost certainly due to a virus, is known to affect-every ocular tissue, and if the erythema multiforme syndrome is also due to a virus, while the organism shows a predilection for the mucous membranes, it mav affect any tissue.
While the aetiology remains obscure the treatment is necessarily symptomatic. Reports of the use of vaccination are too scanty to permit any judgment on its effect. Sulphonamides and penicillin may assist in preventing or curing secondary bacterial invasion. Corneal grafting may be performed. It was done in the first case described-in this paper, and we believe it to be the first time this operation has been performed for corneal lesions due to erysthema multiforme. These remarks have been illustrated by the description of two cases.
Case I returned to our clinic two years after an acute attack complicated by the development and perforation of a corneal ulcer in the left eye, presenting a trichiasis due to entropion, and small dense scars in the tarsal conjunctiva. The entropion was corrected, and three years later she returned. Corneal grafting was performed, and the vision, which was 2/50 owing to a leucoma, is now 03 with correction. We believe this is the first time a patient has undergone the operation for leucoma complicating erythema multiforme.
Case 
